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Background: Little is known as to whether primary care teams’ perceptions of how well they have implemented
the Chronic Care Model (CCM) corresponds with their patients’ own experience of chronic illness care. We
examined the extent to which practice members’ perceptions of how well they organized to deliver care consistent
with the CCM were associated with their patients’ perceptions of the chronic illness care they have received.
Methods: Analysis of baseline measures from a cluster randomized controlled trial testing a practice facilitation
intervention to implement the CCM in small, community-based primary care practices. All practice “members”
(i.e., physician providers, non-physician providers, and staff) completed the Assessment of Chronic Illness Care (ACIC)
survey and adult patients with 1 or more chronic illnesses completed the Patient Assessment of Chronic Illness Care
(PACIC) questionnaire.
Results: Two sets of hierarchical linear regression models accounting for nesting of practice members (N = 283)
and patients (N = 1,769) within 39 practices assessed the association between practice member perspectives of
CCM implementation (ACIC scores) and patients’ perspectives of CCM (PACIC). ACIC summary score was not
significantly associated with PACIC summary score or most of PACIC subscale scores, but four of the ACIC subscales
[Self-management Support (p < 0.05); Community Linkages (p < 0.02), Delivery System Design (p < 0.02), and
Organizational Support (p < 0.02)] were consistently associated with PACIC summary score and the majority of
PACIC subscale scores after controlling for patient characteristics. The magnitude of the coefficients, however,
indicates that the level of association is weak.
Conclusions: The ACIC and PACIC scales appear to provide complementary and relatively unique assessments of
how well clinical services are aligned with the CCM. Our findings underscore the importance of assessing both
patient and practice member perspectives when evaluating quality of chronic illness care.
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The Chronic Care Model (CCM) has become a widely ac-
cepted framework for organizing and delivering patient-
centered, evidence-based care for patients with chronic
illnesses within the primary care setting [1]. The model
describes six elements that health care organizations need
to optimize chronic illness care: decision support, self-
management support, clinical information systems, deliv-
ery system design, organizational leadership and support,
and community linkages [2]. A basic premise of the CCM
is that health care settings where these elements are ro-
bust are likely to have prepared, proactive practice teams,
and informed, engaged patients who become active mem-
bers of their health care teams and accept shared respon-
sibility for their chronic illness care [2]. As a result of
productive interactions between these teams and patients,
both the quality and outcomes of care for patients with
chronic illness should improve.
Assessments of the degree to which care is consistent
with the CCM originally focused on provider and system
perspectives using tools such as the Assessment of
Chronic Illness Care (ACIC) survey [3]. Studies indicate
that in practices with higher ACIC scores, patients with
diabetes have better glucose control and lower risk of car-
diovascular complications [4,5]. Limited data also suggest
that the ACIC is responsive to quality improvement
changes for diabetes [6,7]. Glasgow and colleagues later
developed the Patient Assessment of Chronic Illness Care
(PACIC) to measure aspects of chronic illness care from
the patient perspective [8,9]. For chronic illness care deliv-
ery, the degree to which elements of the CCM have been
implemented should influence the care experience of the
patient with a chronic illness. However, to date, little is
known as to whether primary care teams’ perceptions of
how well they deliver care consistent with the CCM cor-
responds with their patients’ own experience of chronic
illness care.
There is growing interest in measuring and evaluating
patient experiences of their care as an important dimen-
sion of quality [10]. Going beyond traditional measures
of “satisfaction”, tools such as the PACIC assess specific
experiences of patients with the care they receive rele-
vant to their underlying conditions and the setting where
they receive their care. There is emerging evidence that
such patient-reported measures are strongly correlated
with better outcomes [11-13]. The delivery of care for a
chronic illness is after all a service, and as such the pa-
tient’s experience of the service rendered should be in-
cluded in any overall assessment of quality.
We examined the extent to which practice members’
perceptions of how well they have organized to deliver
care consistent with the CCM were associated with their
patients’ perceptions of chronic illness care in small,
community-based primary care clinics. We hypothesizedthat the overall degree to which primary care providers
and staff report that their delivery of chronic illness care
is consistent with the CCM would be associated with
their patients’ experience of chronic illness care, control-
ling for patient characteristics and nesting of primary
care practice members and patients within primary care
practices. In addition, we were also interested in deter-
mining whether specific elements or components of care
consistent with the CCM were associated with patient-
reported experience of care.
Methods
Study design and setting
We used baseline surveys from a cluster randomized con-
trolled trial testing a practice facilitation intervention to
implement the CCM. The study design of this trial and de-
tails about the intervention have been previously reported
[14]. Briefly, the study was conducted at 39 small, primary
care clinics or “practices” in South Texas. These small
urban, suburban and rural practices, each with one to
three physicians, serve a population of patients diverse
in demographic characteristics, insurance coverage, and
health care needs. The intervention consisted of an exter-
nal practice facilitator who met at least monthly for up to
one year with all of the members of each practice to assist
them with CCM implementation [14].
Partcipants and data collection
Subjects for this analysis included the primary care prac-
tice members (i.e., the physician providers, non-physician
providers, and staff ) at participating primary care practices
and their patients. After study enrollment but prior to
initiation of the facilitation intervention, we conducted
baseline evaluations at each practice. These included a
“Practice Member Survey” that was distributed to all the
providers and staff at each practice. The Practice Member
Survey included the ACIC [3], as well as individual items
assessing the sociodemographic and professional charac-
teristics of the practice members. We also collected infor-
mation about practice characteristics and operations. All
practice member participants provided informed consent
for the study, which was approved by the Institutional
Review Board at the University of Texas Health Science
Center at San Antonio.
In addition, we asked convenience samples of adult
visitors at each participating practice to complete patient
surveys as they checked-in. The patient survey included
the PACIC [8], as well as other measures described
below. Because the majority of clinics served communi-
ties with substantial Hispanic populations, both English-
language and Spanish-language versions of the survey
were made available to patient participants. We asked
each person to indicate the purpose of their clinic visit;
for this analysis we excluded those who reported they
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elderly parent) who had an appointment. Of the patients
who remained, we included those who reported that
they had 1 or more chronic illnesses. The patient sur-
veys, which were anonymous, were accompanied by an
IRB-approved “Information Sheet” which described the
study and participants’ rights as research subjects.
Practice member measures
ACIC survey
The extent to which the care delivered in each practice
is consistent with the elements of the CCM was mea-
sured with the ACIC [3]. The ACIC is a 25-item survey
that measures the presence of the 6 elements of the
CCM. Each item is scored on a 0 to 11 scale and pro-
vides sub-scale scores for each of the 6 CCM compo-
nents as well as a summary score. Scores from 0 to 2
represent “limited or no support for chronic illness
care”, 3 to 5 represent “basic or intermediate support”, 6
to 8 is “advanced support”, and 9 to 11 represent “opti-
mal or comprehensive, integrated care for chronic ill-
ness” [3]. Version 3.5 of the ACIC was used in this study
[15]; in addition to the six subscales, it also includes
items that address how well a practice integrates the
CCM elements into daily patient care.
Professional role of practice members
In addition to the measures above, the Practice Member
Survey also instructed practice members to indicate
which professional role they served in the practice from
the following list: Physician, Physician Assistant (PA),
Nurse Practitioner (NP), RN, LVN, Medical Assistant,
Receptionist, Office Manager, and “Other”.
Practice environment checklist
A Practice Environment Checklist (PEC) was completed
by the lead physician or office manager to capture de-
scriptive information about the characteristics and oper-
ations of each practice in a structured format. The PEC
was adapted from similar checklists utilized in studies of
preventive service delivery in primary care practices
[16-18]. Information collected included the number of
practice members, number of office visits per day per
full-time employee, and whether or not medical records
are computerized, as well as characteristics of the prac-
tice’s patient population: percent of minorities, and per-
cent of patients using Medicare or Medicaid.
Patient measures
Sociodemographic Characteristics and Health-related
Measures: The patient survey included items to assess
sociodemographic characteristics, including sex, race/
ethnicity, and education. The first item from the Medical
Outcomes Study Short-Form (SF) 36 [19], commonlyreferred to as the SF1 and generally accepted as a valid
measure of general health status, was used to assess self-
reported health [20]. Chronic illnesses were also self-
reported by patients in the first nine clinics in response
to the question: “Has a doctor or other health profes-
sional had ever told you that you have diabetes (yes/no)
or other chronic diseases such as high blood pressures,
high cholesterol, depression, asthma, emphysema, etc.
(yes/no)”. In the remaining clinics, this question was sub-
sequently refined to include a checklist of diabetes and
19 other common chronic illnesses.
PACIC
The PACIC was developed to measure the extent to
which patients with chronic illness receive clinical care
that is patient-centered, proactive, and planned, and that
includes collaborative goal-setting, problem-solving, and
follow-up support [8]. The 20-item survey consists of 5
subscales representing components of the CCM as ex-
perienced by patients: 1) Patient Activation; 2) Delivery
System Design/Decision Support; 3) Goal-setting; 4)
Collaborative Problem-solving; and 5) Follow-up & Co-
ordination. Patients rate each item with a 5-point scale
indicating how often they experience the clinical care or
service described. Ratings are averaged to yield subscale
scores and a summary score; scores range from 1-5 with
higher scores indicating patients’ perception that their
care is more consistent with the CCM.
Analytic plan
Descriptive statistics were assessed on practice member
and patient characteristics, and ACIC and PACIC scales.
Subscale scores for respondents with missing values
were included only if they responded to a majority of
items that comprised the subscale. Multiple imputation
was used for missing scale items, which ranged from 0%
to 6% for ACIC subscales and 0% to 5% for PACIC sub-
scales in our data. Multiple imputation is a widely rec-
ommended strategy replacing missing data, and has
been found to produce less bias in regression coefficients
and standard errors than mean substitution [21,22].
Items were averaged for subscale scores and summary
scores for both the PACIC and ACIC were then created
by summing and averaging their respective subscales.
We calculated Cronbach’s alpha for ACIC and PACIC
summary scores and their subscale scores to assess in-
ternal consistency.
To assess the association between practice member
perspectives of CCM implementation (ACIC scores) and
patients’ perspectives of CCM (PACIC), we used hier-
archical linear regression models to account for nesting
of practice members and patients within practices. This
was done to obtain unbiased standard errors of the re-
gression coefficients. Intraclass correlation coefficients
Table 1 Characteristics of participating patients, practice
members, and primary care practices
Primary care patients with 1 or more chronic illnesses (N = 1,886)
Age in years, mean (SD) 55.1 (15.2)
Female (%) 65.0
Ethnicity





High school graduate/GED or less (%) 42.6
High school graduate with some college (%) 31.0
College graduate (%) 26.4
Self-rated health, mean (SD) 3.0 (0.9)
Practice Members (N = 283)
Physicians (%) 15.8
Non-physician primary care providers (PAs, NPs) 6.5
Direct care staff (%) 43.7
Non-direct care staff (%) 34.1
Practices (N = 39)
Number of providers, M (SD) 2.17 (1.1)
Number of non-provider staff, M (SD) 8.5 (6.8)
Office Visits per Day per FTE, Mean (SD) 23.0 (5.5)
Percentage of Medicaid Patients, M (SD) 12.3 (16.2)
Percentage of Medicare Patients, M (SD) 32.8 (21.5)
Percentage of White Patients, M (SD) 28.9 (18.7)
Percentage of Practices with EMR (%) 51.3
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archical models by dividing the level 2 variance by the
total variance. This yielded estimates of the degree to
which individuals in the same clinics responded similarly
to the ACIC and PACIC. ICCs greater than .05 indicate
that the data should be analyzed using hierarchical
methods in order to avoid artificially low standard errors
of the regression estimates [23].
Two sets of regression models were created. In the first
set, the ACIC summary score and each ACIC subscale
score were regressed separately onto the PACIC summary
score and each subscale score. In the second set of models,
patients’ sociodemographic characteristics (i.e., gender, age,
race/ethnicity, and education) and self-reported health sta-
tus were added as covariates to each hierarchical regres-
sion model. In a prior multivariate analysis of our data, the
only practice characteristic that was significantly associ-
ated with ACIC scores was the presence of an electronic
medical record (EMR) [24]. We therefore conducted sensi-
tivity analyses stratified by practices that did and did not
have EMRs. MlWin software was used for the hierarchical
regression analysis [25].
Results
A total of 40 practices were recruited for participation in
the study. Early recruits included 10 active members of a
primary care Practice-Based Research Network (PBRN),
all of whom agreed to participate. PBRN enrollees were
asked to recommend colleagues whom they thought might
be interested in study participation who also referred col-
leagues (n = 25). These physicians were contacted directly
by phone and in-person recruiting visits were scheduled at
their offices resulting in 22 participants. In addition, 145
recruitment letters were sent to primary care physicians
within the region identified from professional society
membership guides. From these letters 15 practices res-
ponded, of those eight agreed to participate in the study,
resulting in 40 practices that were enrolled and random-
ized in the study. One small practice, however, withdrew
from the study due to a re-organization before baseline
measures were completed.
Of the 39 remaining practices, 32 were led by a single
physician, six were led by two physicians, and one practice
had three physicians. Additional practice characteristics
are reported in Table 1. A total of 291 of 296 practice
members (98%) completed baseline surveys. Eight of the
291 practice members were later determined to be tem-
porary or part-time employees (e.g., contract workers or
students), and the surveys of these cases were excluded.
The professional categories (e.g., physician, non-physician
providers, direct care staff, and non-direct care staff ) of
the 283 practice members are reported in Table 1.
A total of 2,634 individuals from the 39 clinics were in-
vited to complete patient surveys. Of the 2,493 individualswho returned usable surveys (94.6% response rate), 607
were not eligible because they were accompanying an-
other person for an appointment and/or because they
did not report having a chronic illness, leaving a sample
of 1,886 patients [range 17 to 81 per practice site; 48.4
mean (13.5 SD)] meeting eligibility criteria. The major-
ity of these individuals were female, of Hispanic or other
racial/ethnic background, and had not graduated from
college (see Table 1).
PACIC and ACIC scores
The mean PACIC summary and subscale scores for the
patient participants and the ACIC summary and subscale
scores for the practice members are reported in Table 2.
The mean PACIC summary score was 3.22 (SD 1.12), indi-
cating that on average, patients experienced clinical care
that was consistent with the CCM “some of the time”.
Among the PACIC subscales, average scores were highest
for the Decision Support subscale (M= 3.69; SD = 1.1) and
lowest for the Follow-up/Coordination subscale (M= 2.69;
Table 2 Mean (SD), alpha coefficients, and ICC for PACIC
& ACIC summary and subscale scores
PACIC Scores (N = 1,866) Range of possible scores 0 to 5
Scale/Subscale Mean (SD) α ICC
Summary 3.22 (1.1) 0.95 .08
Patient Activation/Involvement 3.39 (1.3) 0.85 .07
Delivery System Design/Decision support 3.69 (1.1) 0.77 .04
Goal-setting/Tailoring 3.13 (1.3) 0.86 .05
Problem-solving/Contextual 3.53 (1.3) 0.89 .05
Follow-up/Coordination 2.69 (1.3) 0.88 .08
ACIC Scores (N = 286) Range of possible Scores 0 to 11
Scale/Subscale Mean (SD) α ICC
Summary 6.2 (2.1) 0.94 .11
Decision Support 6.0 (2.5) 0.80 .18
Self-management Support 6.2 (2.4) 0.84 .06
Community Linkages 6.1 (2.6) 0.74 .10
Clinical Information Systems 5.8 (2.6) 0.86 .11
Delivery System Design 6.5 (2.2) 0.85 .16
Organizational Leadership & Support 6.8 (2.4) 0.88 .16
CCM Integration 6.0 (2.5) 0.89 .10
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2.1), indicating that on average, the practice members
rated their chronic illness care delivery in the “Level B” or
“advanced support” range. Among the ACIC subscales,
average scores were highest for the Organizational Sup-
port subscale [Mean (SD) = 6.8(2.4)] and lowest for the
Clinical Information Systems subscale [Mean (SD) = 5.8
(2.6)].
The two measures of chronic illness care demon-
strated good internal consistency, with alpha coefficients
for the ACIC subscales ranging from .74 to .89, and
from .77 to .89 for PACIC subscales. The ICC scores for
the PACIC and ACIC summary scores and all subscales
for both measures were greater than .05, indicating that
they should be analyzed using hierarchical methods to
control for clustering of observations within practices
and avoid artificially low standard errors of the regres-
sion estimates [23].
Predictors of PACIC
Table 3 provides the unadjusted and adjusted regression
coefficients for each model with the ACIC summary
score and ACIC subscale scores regressed onto the
PACIC summary scores and PACIC subscale scores. The
only patient-level covariate that was significantly associ-
ated with PACIC summary score and all PACIC subscale
scores was education, such that patients with lower
levels of educational attainment were more likely to re-
port better chronic illness care. In addition, specific ra-
cial/ethnic subgroups were also significantly associatedwith PACIC scores, but these varied across the summary
and subscale scores.
After controlling for patient-level characteristics, ACIC
summary scores were not associated with PACIC sum-
mary scores or any of the PACIC subscale scores except
Follow-up/Coordination. Of the ACIC subscale scores,
Self-management Support, Community Linkages, Deliv-
ery System Design, and Organizational Support were sig-
nificantly associated with PACIC summary scores and
the majority of PACIC subscale scores after controlling
for patient-level characteristics, but the magnitude of the
association was relatively weak (Table 3). For example, a
1-point increase in mean Delivery System Redesign sub-
scale score on the ACIC was only associated with a 0.11
increase with the mean PACIC summary score. Interest-
ingly, the association between the Community Linkages
subscale and the PACIC summary score and subscales
was inverse. Of the remaining ACIC subscales, Clinical
Information Systems was significantly associated with
the PACIC Summary score, but only two of the five
PACIC subscales, while the CCM Integration subscale of
the ACIC was significantly associated with the PACIC
Follow-Up/Coordination subscale only. The ACIC Deci-
sion Support subscale was not significantly associated
with any adjusted PACIC subscale or summary scores.
None of the ACIC subscales were significantly associated
with adjusted scores from the Delivery System Design/
Decision Support subscale of the PACIC. Sensitivity ana-
lyses indicated that there were no differences in regres-
sion coefficients for practices that had EMRs and those
that did not.
Discussion
Although the PACIC was designed to complement the
ACIC by providing a tool for assessing patients’ perspec-
tives of their chronic illness care experience, there have
been no previously published peer-reviewed reports of
how well patient and practice members’ perceptions of
chronic illness care are aligned. Our findings indicate that
the ACIC summary score was not associated with PACIC
summary scores or the majority of PACIC subscale scores.
These findings indicate that practice members’ overall as-
sessment of the degree to which the CCM has been imple-
mented, as measured by the ACIC, is not meaningfully
associated with patients’ evaluation of their own care ex-
periences. The findings also suggest that patients’ global
perceptions of their chronic illness care, as assessed by the
PACIC, and more specifically their receipt of care promot-
ing patient activation, goal-setting, problem-solving, and
care coordination, are associated with key elements of
chronic illness care, such as self-management support, de-
livery system design, and organizational support provided
in the primary care clinics where they receive their care, as
assessed by the clinicians and other staff in these practices.
Table 3 Unadjusted and adjusted regression coefficients with standard errors from hierarchical regression models for
ACIC predicting PACIC in patients with one or more chronic diseases (n = 1769).
PACIC (Dependent variable)




Summary .059 (.034)ns .057 (.039)ns .011 (.031)ns .064 (.037)ns .056 (.038)ns .084 (.039)*
.050 (.033)ns .066 (.036)ns .011 (.029)ns .055 (.035)ns .056 (.036)ns .076 (.036)*
Decision support .026 (.027)ns .035 (.031)ns -.010 (.024)ns .027 (.029)ns .026 (.030)ns .042 (.031)ns
.030 (.025)ns .044 (.028)ns -.007 (.023)ns .028 (.027)ns .030 (.029)ns .045 (.029)ns
Self-management support .084 (.033)* .091 (.037)* .048 (.030)ns .099 (.035)* .078 (.037)* .084 (.038)*
.088 (.032)* .099 (.034)* .052 (.028)ns .099 (.033)* .081 (.035)* .088 (.035)*
Community linkages -.082 (.024)** -.100 (.028)** -.072 (.022)* -.088 (.026)** -.093 (.027)** -.065 (.029)*
-.077 (.023)** -.080 (.027)** -.069 (.022)* -.086 (.025)** -.087 (.026)** -.066 (.028)*
Clinical information systems .069 (.029)* .079 (.033)* .012 (.026)ns .066 (.031)* .068 (.033)* .097 (.033)**
.060 (.027)* .073 (.030)* .009 (.025)ns .054 (.030)ns .062 (.032)ns .086 (.031)**
Delivery system design .108 (.030)** .117 (.034)** .053 (.027)ns .112 (.032)*** .107 (.034)* .132 (.034)**
.094 (.028)** .108 (.031)** .044 (.026)ns .094 (.031)** .096 (.032)* .114 (.032)**
Organizational support .101 (.030)*** .088 (.035)* .059 (.028)* .119 (.033)** .104 (.035)* .117 (.035)**
.097 (.028)** .098 (.032)* .056 (.027)ns .106 (.031)* .102 (.033)* .097 (.034)**
CCM Integration .059 (.028)ns .047 (.033)ns .017 (.026)ns .063 (.031)* .062 (.032)* .083 (.033)*
.053 (.027)ns .054 (.030)ns .015 (.025)ns .051 (.029)ns .060 (.031)ns .071 (.031)*
***p < .001; **p < .02; *p < .05); + = p < .10.
Regression coefficients in the first row of each cell are unadjusted; those on the second row in each cell in BOLD are adjusted for age, gender, education, race, &
self-reported health.
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the importance of assessing both patient and practice
member perspectives when evaluating quality of chronic
illness care.
The ACIC elements that were most consistently asso-
ciated with patient experiences appear to reflect more
inter-relational aspects of good chronic illness care such
as the Self-management Support element, team-based care
suggested in the Delivery System Design element, and
leadership support apparent in the Organizational Support
element of the CCM. In contrast, the CCM elements of
Decision Support for clinicians, such the availability of
evidence-based guidelines and integration of specialists;
Clinical Information Systems indicating the use of tools
such as disease registries, reminders, and feedback to im-
prove care; and the overall CCM Integration into clinic
operations were less consistently associated with patients’
experiences of their chronic illness care.
As has been previously noted, the 5 PACIC subscales do
not map perfectly onto the 6 CCM components as mea-
sured by the ACIC [8]. According to the developers of the
PACIC instrument, most patients may not be aware of
some aspects of their chronic illness care, such as clinical
information systems or organization of health care [8]. In
our study, however, these two subscales of the ACIC were
significantly associated the PACIC summary score and
some of the PACIC subscales. In contrast, the DeliverySystem Design/Decision Support subscale of the PACIC
was not associated with either the Delivery System De-
sign subscale or the Decision Support subscale of the
ACIC, or the summary score or any other subscale
score of the ACIC.
It is also noteworthy that assessments of linkages to
community resources by clinicians and staff were in-
versely associated with patients’ reports of their chronic
care experiences. In reviewing our qualitative notes for
the study, it appears that clinics with high scores on the
Community Linkages subscale of the ACIC tended to
serve more rural and lower socioeconomic status popu-
lations. These clinics tend to be under-resourced and to
have higher patient volumes. Although speculative, it is
possible that it was difficult for these clinics to effect-
ively coordinate and incorporate these community re-
sources into their patients’ chronic illness care, especially
if patients had difficulty finding transportation or lacked
insurance. Due to increasing interest in linking primary
care with community resources [26,27], this finding de-
serves further exploration in future research.
Although the validity of ACIC has previously been sup-
ported in several studies, these have varied methodologic-
ally with regard to the respondents who completed the
measure. For example, some of the studies have restricted
respondents to clinicians (e.g., physician, nurse practi-
tioners, and physician assistants) [4,28]. Other studies
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titioners, non-physicians, and policy and management
professionals [29], teams consisting of clinic physicians,
nurse manager/coordinators, and administrative decision
makers [3], physicians and staff [5], clinics’ administrative
supervisors [30], and unspecified site participants [31].
Some may question non-clinicians’ ability to accurately
judge the quality of chronic illness care; however, the
present findings suggest that several subscales of the ACIC
as rated by diverse teams of practice members ranging
from physicians to front office staff are weakly associated
with patients’ own perceptions of their chronic illness
care. These results build upon prior literature suggesting
that the ACIC is a valid measure of chronic illness care
that is associated with a broad array of patient, provider,
and organizational outcomes [3-5,24,28-32].
A 2010 review of the PACIC found conflicting results
about its purported 5-factor structure and suggested that
a single factor interpretation was more appropriate, rais-
ing questions about the utility of its subscales [33]. The
authors suggested that the PACIC is a formative rather
than a reflective measure, which renders such assess-
ments inappropriate, and recommended that future eval-
uations focus on its construct and criterion validity [33].
Although the present findings provide only minimal sup-
port for the construct validity of the PACIC in relation
to the ACIC, several recent randomized controlled trials
indicate that patients who received health care services
that had organized to provide better chronic illness care
(i.e., disease management program for patients with
COPD, “guided” care for older patients multimorbidity,
and group visits for patients with diabetes), reported
higher PACIC scores at study, compared to patients who
received usual care services [34-36]. Additional research
is needed to determine the extent to which the PACIC is
related to patient outcomes; nevertheless, patient experi-
ence is increasingly recognized as an important outcome
in and of itself [10].
Prior research has also been mixed as to whether or
not patient demographic characteristics are associated
with PACIC scores [8,37,38]. When differences have oc-
curred, as in our findings where patients with lower
levels of education compared to those with higher levels,
and African Americans and other minorities, compared
to non-Hispanic whites, were more likely to report that
their medical care was consistent with the CCM, it is
not clear whether this reflects actual differences in
chronic illness care delivery or differences in the percep-
tion of care [38].
Our findings are limited by the cross-sectional nature of
the analysis, restriction to a narrow geographical region of
the United States, and selection bias inherent in the con-
venience samples of patients utilized for the study. In
addition, the participating primary care practices weresmall, and we must acknowledge that different results
might have been obtained using larger primary care clinics,
especially those embedded within integrated health care
systems. Furthermore, although the analyses were adjusted
for patient demographics and self-reported health status,
we were not able to control for number of chronic ill-
nesses or other factors that might be associated with per-
ceptions of chronic illness care, such as patient utilization.
It is also possible that different results may have been ob-
tained among a more homogeneous patient sample having
a specific chronic illness, such as diabetes. In spite of these
limitations, however, the study has a number of strengths,
including a large, diverse patient sample drawn from mul-
tiple clinics and the use of hierarchical modeling.
Conclusions
Improving patient experiences of care is a priority within
the National Quality Strategy as reflected in recent multi-
payer initiatives that include the use of patient experience
results in determining provider payment [39]. This analysis
provides the first published report exploring the association
between how chronic illness care is organized and deliv-
ered from the perspective of those providing the care, and
patient-reported care experiences. The ACIC and PACIC
scales appear to provide complementary, but relatively
unique assessments of how well clinical services are aligned
with the CCM. Our findings underscore the importance of
assessing both patient and practice member perspectives
when evaluating quality of chronic illness care.
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